Analysis of the first year's working of a combined gastroenterology clinic in a district hospital has shown that the major benefit was improved patient management. Hospital attendances were reduced, the diagnostic process accelerated, and unnecessary radiological investigations and surgical operations avoided. There were no obvious major disadvantages.
Introduction
For many years gastroenterology has been regarded as the province of either the general physician or the surgeon, each usually working in isolation. More recently, however, gastroenterology has become accepted as a specialty which derives particular benefit from a multidisciplinary approach. Nevertheless, joint medical and surgical gastroenterological units are comparatively rare, particularly outside teaching centres, and in most hospitals the usual practice is still for gastroenterological problems to be seen initially in either the general medical or the surgical departments with subsequent cross-referral as necessary. This seemed to us an unsatisfactory arrangement, but set against a climate of financial stringency it seemed unlikely that we would obtain support for any scheme to improve the clinic organization which involved significant expenditure or structural alteration.
Accordingly, we decided from the beginning of 1973 to launch a combined consultative outpatient clinic for gastroenterological problems with contributions from physician, surgeon, radiologists, and pathologist. This required nothing for its establishment other than the enthusiasm and co-operation of all parties, and the project was made easier by the fact that the physician and surgeon already had a simultaneous outpatient clinic which had the potential for a medicosurgical merger. With the support of the medical division but misgivings from the surgical department referrals to the clinic were invited for the beginning of 1973 and it soon became clear that our plan to hold the clinic fortnightly would cause an unduly long waiting list. It Only 28% of the total referrals were judged to need operations, which rapidly dispels the belief that most patients referred to a gastroenterology clinic need abdominal surgery.
Advantages
The main advantage and raison d'etre of the combined approach is undoubtedly that of improved clinical management. The patients clearly benefit from a firm plan of action drawn up at their first visit and a consequent acceleration of the diagnostic process. This attempt to reduce to a minimum the number of times a patient has to attend hospital is particularly important in a predominantly rural area such as ours where transport is a problem.
The correct sequence of radiological investigations is selected by discussion and unnecessary radiography avoided. Unnecessary surgery may occasionally also be avoided, and conversely the physician can be stopped from procrastination when surgical intervention is patently necessary.
The educational value of this co-operative venture is another major advantage, and is appreciated by the consultant members as well as the junior staff, who are extremely keen to attend. They grasp the opportunity to see patients under supervision, to present cases, and participate in the joint discussion. We have also been able to institute some small research projects with a strong pragmatic and clinical, rather than academic and laboratory, orientation.
We are aware from both the continuing flow of new referrals and informal discussion that the local general practitioners find ours a useful service.
Possible Disadvantages
There was a natural concern among the remaining general surgeons that a clinic aimed at attracting gastroenterological problems would seriously affect the distribution of clinical cases. Our intention, however, was not to create a gastrointestinal monopoly, and their fears have not been realized. As we expected there has been no apparent reduction in gastroenterological referrals to either the general medical or surgical clinics, and neither scrutiny of operation lists not an analysis of gastroenterological x-ray requests from the surgical department indicates any significant change from the previous pattern. Concern was also expressed lest the clinic surgeon would be faced with an excessive operation load. This fear resulted from the basic misconception that most patients referred to a gastroenterology clinic need abdominal surgery. Clearly, however, the effect of a combined approach is often to recommend a more conservative management, and less than one-third of the total referrals in the first year needed surgical intervention.
There was also some anxiety lest the establishment of the combined gastroenterology clinic would lengthen the waiting time for non-gastroenterological referrals to be seen at the general medical or surgical clinics. This has not been so in the surgical department and has been prevented on the medical unit by the institution of an extra outpatient session.
Conclusions
We havre shown that a combined gastroenterology clinic at district hospital level is a viable proposition, the only requirement being the enthusiasm and co-operation of those concerned. The major advantage of a combined approach has been to improve patient management, and no major disadvantages have become apparent.
We hope that our experience will encourage gastroenterologists elsewhere who are at present working in isolation to consider whether this concept might be applicable in their own situation.
